Background: Paediatric fever is a common cause of emergency department (ED) attendance. A lack of prompt and definitive diagnostics makes it difficult to distinguish viral from potentially life-threatening bacterial causes, necessitating a cautious approach. This may result in extended periods of observation, additional radiography, and the precautionary use of antibiotics (ABs) prior to evidence of bacterial foci. This study examines resource use, service costs, and health outcomes.
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Conclusion: The economic impact of diagnostic uncertainty when managing paediatric febrile illness is significant, and the precautionary use of antibiotics is strongly associated with increased costs. The use of ED resources is highest among infants (aged less than 3 months) and those infants managed by lesser experienced doctors, independent of clinical severity. Diagnostic advances which could increase confidence to withhold antibiotics may yield considerable efficiency gains in these groups, where the perceived risks of failing to identify potentially life-threatening bacterial infections are greatest.
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Background
Fever is a common cause of presentation to paediatric emergency departments (EDs) [1] , accounting for~20% of all visits [2] , but despite its frequent occurrence, the aetiology of fever is diverse [3] . Most children with fever will suffer from self-limiting viral illnesses; however, viral, bacterial, and severe bacterial infections (SBIs) may result in almost identical clinical presentations in infants, making diagnosis based on presentation, history, and clinical judgement alone a difficult task.
While a clear focus of bacterial infection may be present with presentations of acute otitis media (AOM) or urinary tract infection (UTI), occult bacteremia can also occur in children who appear otherwise well, and fever without focus is a common presentation, particularly so in those aged < 36 months [4] [5] [6] . However, occurring in as few as 1% of febrile children [4, 5] , these 'hidden' bacterial infections represent a needle in the haystack, and the challenge for clinicians is to accurately identify children at risk of bacterial infections. While it is possible that they may resolve spontaneously, for those in whom they do not, life-threatening and potentially life-changing complications can develop [4, 7, 8] , with adverse outcomes in each survivor of severe meningococcal disease resulting in lifelong treatment costs of~£1.3m [9] .
As a result, a cautious stepped approach to the management of the febrile child is common, characterised by extended periods of observation, investigations, radiography, and the precautionary use of antibiotics, often prior to definitive evidence of bacterial foci [10] . Unfortunately, such interventions are invasive, can be painful, and are likely to prolong a child's visit to the ED, contributing to extended ED waiting times and driving the use of scarce ED healthcare resources.
The test currently providing the greatest degree of certainty in diagnosing invasive bacterial infections, the blood culture, typically takes 12-48 h to provide results, has a sensitivity of just 30-40% [11] , and a significant false positive rate due to contamination with commensal bacteria from the skin and mucosal surfaces [12] . This limits the diagnostic utility of the blood culture to clinicians required to make decisions concerning the management of the febrile child in real time, which in turn increases the importance of sufficient observation time, blood/urine investigations, and clinical judgement.
With the potential over-treatment of febrile children on the one hand and the prospect of failing to identify potentially life-threatening SBIs on the other, a lack of timely and reliable indicators of febrile aetiology, coupled with a natural tendency for risk aversion when treating children, has resulted in a substantial financial burden to healthcare systems worldwide. However, to date, just a handful of studies, predominantly USA based and conducted between 6 and 25 years ago in young children, have examined the economic impact of paediatric febrile illness [13] [14] [15] [16] .
Using a bottom-up time-driven and activity-based costing model (TDABC), the aims of this research were to (1) estimate the economic impact of managing febrile illness episodes in children of all ages and presenting complaints, in an NHS paediatric ED setting; (2) identify how management practices and costs vary with factors including patient age, and the experience of treating clinicians; and (3) provide insights regarding where any diagnostic advances currently under development, including molecular diagnostics, protein biomarkers, and point-of-care (POC) testing technologies, are likely to yield the greatest clinical and socioeconomic value, by reducing clinical uncertainty increasing confidence to withhold antibiotics.
Methods

Participants and methods
This study applies time-driven activity-based costing (TDABC), a bottom-up approach to healthcare costing, which maps pathways observed during routine clinical practice, identifies all points and durations of interaction therein, and assigns time-dependent costs to each constituent. The costs of non-time-dependent activities, including tariff-based ancillary investigations, are subsequently added to provide a representative activity-weighted cost per completed treatment episode.
A total of 8552 consecutive febrile children, with a temperature above 38°C at presentation or below 38°C with an unverified parent-reported history of fever up to 3 days previous, were prospectively identified. All children visited Alder Hey Children's NHS Foundation Trust, a large paediatric specialist care provider in the North West of England, between 1 September 2012 and 31 August 2013. Children were excluded (1) if data concerning key components of their stay, including the treatments provided, or healthcare personnel seen, were missing or incomplete or (2) if there were pre-existing medical conditions likely to modify ED care pathways from those of the average 'otherwise well' patient, including paediatric oncology patients.
A schematic of the clinical pathway used for this study is provided in Fig. 1 . Children were initially seen by a qualified ED nurse who conducted an initial evaluation, using the Manchester Triage System (MTS) [17] . MTS assessments follow a flow chart based on the patient's reason for contacting the ED. The chart begins by identifying possible criteria indicating life-threatening conditions for the patient, and if none of these conditions are present, the nurse continues along the flow chart asking questions until the nurse assigns the patient an appropriate category. The nurse's experience can contribute to the assessment, but on the other hand, the risk of the nurse missing serious conditions is reduced because the flow chart forces the nurse to ask key questions and make vital inquiries. Children were triaged as green 'standard' , yellow 'urgent' , orange 'very urgent' , or red 'immediate attention'. For several children, borderline 'yellow/red' or 'orange/red' categories were applied. This was a result of uncertainty during triage, and such children had their MTS classification amended with increased or reduced urgency following a second opinion with a nurse or clinician. Diagnostic categories, defined as definite bacterial, probable bacterial or bacterial syndrome with low/no inflammatory markers, definite viral, probable viral, or viral syndrome with no/high inflammatory markers, trivial illness, inflammatory illness, and unknown/insufficient information, were applied retrospectively, based on an adapted algorithm from Herberg et al. [18] . In any instance where uncertainty or disagreement occurred regarding the appropriate classification, these cases were marked and decided upon by two consultants specialising in paediatric infectious disease. All cases had notes, including CRP, neutrophils, and sterile site pathogenic bacteria recorded such that diagnosis classifications could be quality checked, to ensure consistency. For this analysis, definite bacterial, probable bacterial and bacterial syndromes with low/no inflammatory markers, were collectively defined as 'bacterial aetiologies' , while definite viral, probable viral, and viral syndromes with no/high inflammatory markers were collectively defined as 'viral aetiologies'. Like other studies [19] , the prescription of antibiotics for patients with anything other than a bacterial aetiology of fever was, for this study, defined retrospectively as 'potentially avoidable'.
Because time stamps documenting the duration of contact with healthcare personnel for various treatments and investigations are not routinely collected as part of NHS electronic patient records, these were imputed in one of two ways. Firstly, estimates were provided by staff actively involved in the provision of ED care. Secondly, prospective time-in-motion data were collected for a representative cohort of 71 febrile children presenting to Alder Hey Children's NHS Foundation Trust ED between January 6 and February 12, 2017. Four 5th-year medical students collected the data by 'shadowing' patients reporting to the book-in desk with fever as a symptom. Additionally, any patients suspected of fever by clinical teams (such as the nurse performing an initial visual assessment) were additionally identified. The researchers followed patients through the ED, documenting all points of interaction with healthcare professionals using a stopwatch and a pre-designed case report form. Data were collected in four hourly blocks during the day (8 a.m.-4 p.m.), evening (4 p.m.-12 a.m.), and early morning (12 a.m.-4 a.m.), 7 days a week. All children with a suspected fever were observed from the point of visual assessment, and their experience in the ED, timed using a stopwatch and documented in Microsoft® Excel. For any events which were not observed during implementation of the time-in-motion study, including clerical and administrative tasks such as writing up patient notes, these were estimated following a Delphi panel approach. In all such cases, a number of estimates were obtained and the average time was used because tasks, such as inserting a cannula for example, can be expected to take varying lengths of time depending upon factors such as experience, co-operation of the child, state of hydration, or vascular filling. All timings used are provided in Table 1 .
Unit costs
Hourly salaries for healthcare personnel were provided by the patient-level costing department at the Trust. Except for clinicians, salaries for those working either (1) at the weekdays between 7 p.m. and 7 a.m. or (2) at the weekend had their hourly rate increased in line with NHS guidance on working unsocial hours [20] . Costs for non-time-driven activities, including laboratory-based investigations, were obtained from the Trust's finance department and NHS reference costs 2015/16 [21] . Pharmaceuticals were assigned unit costs from the British National Formulary. As data concerning the precise antibiotics provided to patients were not available, we assumed that antibiotic prescribing was in line with the recommendations provided within NICE CG160 [22] . Namely, where intravenous (IV) antibiotics were prescribed, both a third-generation cephalosporin (cefotaxime, ceftriaxone) and an anti-listeria agent were provided (amoxicillin, ampicillin) for infants under 1 month, and a third-generation cephalosporin alone if more than 1 month. In cases of empiric IV antibiotic therapy, it was assumed that a thirdgeneration cephalosporin directed against Neisseria meningitidis, Streptococcus pneumoniae, Escherichia coli, Staphylococcus aureus, and Haemophilus influenzae type b was provided. Where oral antibiotics were prescribed, it was assumed that amoxicillin or cephalexin was provided as per local antimicrobial guidance.
Costs incurred during inpatient stay were obtained from NHS reference costs 2015/16. The tariff HRG PW20C (paediatric fever of unknown origin, CC score = 0) was utilised to reflect a 3-day short stay inpatient admission. As children could be admitted for anywhere between 1 and 72 h under the reference tariff, this figure was divided through by 72 and multiplied by the number of hours of inpatient admission. Patients who exceeded the 3-day limit incurred an excess bed day charge which was applied from the fourth day until discharge [21] . Finally, indirect costs were estimated for each patient, using the 'full absorption approach'. This included the anticipated use of facilities, such as toilets, and the time of administrative staff typing up and sending discharge notes to the patient's general practitioners. Societal costs, including parental absence from work, and children's absence from school were not included, as the analysis was conducted from a healthcare provider perspective. Due to the short time frame of the analysis, costs were not discounted. All unit costs were in 2017 prices and are provided within Table 2 .
Outcomes and statistical analysis
We present summary statistics to describe the characteristics of participants. Categorical variables were summarised by frequency and percentage, while continuous variables were reported as mean, standard deviation (SD), median, interquartile range (IQR), and minimum and maximum values. Our primary outcome was the 'cost per completed febrile illness episode' , with an 'episode' defined as the period from booking in to the ED to final discharge, enabling the possibility for re-attendances to be included. We additionally performed sub-group analyses to account for patient and healthcare provider heterogeneity. As our primary outcome data were both non-normally distributed, and characterised by sub-groups of unequal size, the Kruskal-Wallis test was applied to assess statistical significance, with Dunn's post hoc pairwise comparison (adjusted by the Holm FWER method) used to determine where significant differences were present. Results were reported as p values and considered statistically significant at the standard 5% level. Multivariate regression analysis using a generalised linear model (GLM) was performed to estimate conditional mean health expenditure and identify covariates associated with increased healthcare utilisation.
Because several prior studies have demonstrated that the gamma family with a log error link is not only robust, but also the most commonly applied approach in healthcare cohorts in which positive and skewed healthcare costs are guaranteed [23, 24] , our analysis also assumed a gamma error distribution with log link. Finally, because all timings employed within the TDABC were estimates, and therefore subject to one or more of (1) sampling bias, (2) Hawthorne effects, or (3) reporting bias, a distribution of credible times for each patient interaction with healthcare personnel was used in the time-driven and activity-based costing, to reflect the uncertainty inherent to sampling. For all parameters contained within the time-driven and activity-based costing, continuous variables (time in consultation with clinician, days spent as inpatient) were randomly sampled from gamma distributions as explained by Briggs [25] . Dichotomous variables (percentage of triage assessments performed by band 5/6 nurses) were sampled from representative beta distributions constructed from the sample data available, as explained in previous work by Briggs et al. [26] . For estimates reliant on expert opinion, which were not observed during the time-in--motion study due to a low frequency of occurrence, uniform distributions were sampled in the absence of information concerning the true sample mean and variance. In choosing this distribution, we combined and ranked response data from all healthcare professionals (of varying roles and experience) surveyed, to define lower and upper limits or 'bounding' criterion. Once responses were provided, respondents were informed of responses by other respondents to gauge their belief in the credibility of different responses and ensure that the distributions utilised were plausible. GLM regression modelling was subsequently replicated for 100 bootstrapped costing datasets randomly utilising parameter values from all plausible distributions, for all variables, to assess the sensitivity of the primary outcome, the cost per febrile illness episode, and the resulting GLM coefficients, to changes in the values of underlying input parameters. Details of all distributions utilised are provided in Table 3 . All analyses were performed using STATA 14 (StataCorp LP, USA) and Microsoft® Excel™ (Redmond, WA).
Results
Descriptive statistics
Eight thousand five hundred fifty-two individual ED attendances were identified over the study period, with 2034 excluded from the analysis due to incomplete data or failing to meet our inclusion criteria. This resulted in a complete dataset of 6518 observations ( 
Determinants of patient-level costs
Table 5 provides details of patient-level resource use and costing. Those aged 0-3 months exhibited a mean treatment cost of £1000.28, [95% CI £82.89-£2993.37], over sixfold higher than the least costly group, aged 3-6 years, (£158.97 [95% CI £20.43-£1596.43]). Use of blood cultures (p = 0.0312), urine samples, inpatient admission rates, and inpatient length of stay (p = 0.0001) were all statistically significantly increased for those aged 0-3 months, versus all other age groups, as shown in Table 6 .
The distribution of MTS classifications was approximately equal across all age groups, except for those aged 0-3 months, 74.41% of which were triaged as yellow or higher. As expected, overall healthcare expenditure increased with increasing MTS severity, from £121.78 per patient (green), £424.43 (yellow), £487.16 (orange), and £549.42 (red), the majority of which as a direct result of increasing rates of inpatient admission. A one-step increase in triage category, from green to yellow, resulted in a 422% increase in inpatient admission, a 19.6% increase in length of stay for those admitted, and a 391% increase in use of blood cultures. In terms of final diagnoses, bacterial infections were most commonly observed in those aged 0-3 months (15.5%), 3-6 months (11.03%), and 10-16 years (11.74%); however, the only significant difference was when comparing these groups to those aged 1-3 years (4.6%), p < 0.05. Those with bacterial aetiologies of fever exhibited over threefold higher management costs than those with viral aetiologies (£988.19 vs. £294.52).
Antibiotic prescribing patterns
Approximately 32.4% of febrile children were prescribed antibiotics, of whom 7.05% were retrospectively diagnosed with bacterial aetiologies of fever. Approximately 14.9% of patients were retrospectively classified as having inflammatory, 10.8% as trivial, and 6.6% as viral aetiologies of fever (probable, definite and viral syndromes) were prescribed potentially avoidable antibiotics, if a means of distinguishing these from bacterial causes of infection has been available ( Table 7) . Analysing children with viral causes of fever who were triaged as MTS green or yellow (those not deemed to require very urgent or immediate care), those receiving antibiotics spent an additional 53.9 h as inpatients (57.1 vs. 3.2 h) compared to children with viral aetiologies of fever, triaged MTS green or yellow, who were not prescribed antibiotics. This resulted in a 9.9-fold increase in management costs for those who received potentially avoidable antibiotics (£1392.30 vs. £140.10) as shown in Table 8 , the majority of which attributable to the costs of inpatient or short stay beds for observation.
Determinants of increased healthcare expenditure during paediatric febrile episodes
Based on generalised linear modelling, compared to the reference group of those aged 1-3 years, those aged 0-3 months experienced a 3.54-fold [95% CI 2.59-4.85-fold, p < 0.0001] increase in healthcare resource use. The presence of a NICE NG51 respiratory rate red flag [27] increased costs by 72.1% (p < 0.0001) ( Table 9 .
Increasing clinical severity, as proxied by increasing MTS classifications, resulted in significant cost increases of 138.2% (2.38-fold), 185.7% (2.85 fold), and 199.2% (2.99-fold) respectively compared to children triaged as green (all p < 0.01). As such, we performed independent GLM regressions for three MTS groups (green, yellow, and orange/red), to account for the possibility that severity of illness may have an important role in determining overall resource use. Similar to the results when pooling children of all severities, those demonstrated in Fig. 2 highlight the consistent importance of ages (< 6 months, 10-16 years), prompting a NICE respiratory rate red flag [27] , and being treated by an FY1 or FY2 doctor, suggesting that these are key drivers of increased resource use when managing paediatric febrile illness after taking clinical severity into account.
Sensitivity analysis
Our findings were insensitive to changes in the values of our input parameters. Following the Monte Carlo simulation and re-running our generalised linear models on 100 bootstrapped datasets, the coefficients listed in Table 10 were obtained. Children triaged as MTS yellow or above, those prompting a NICE NG51 respiratory rate red flag, and those treated by an FY1/FY2 doctor, and treatment of children aged 0-3 months, 3-6 months, or 10-16 years respectively, were statistically significant predictors of increased healthcare costs in 100% of simulations. Conversely, the cost savings associated with male gender and treatment by an APNP remained significant in just 8% and 28.3% of simulations respectively. 
Discussion
This study reports the largest comprehensive, prospective observational study to date, assessing the economic implications of diagnostic uncertainty when managing paediatric febrile illness, in those aged 0-16 years, in an ED setting. In a full cohort analysis on the management of this highly common condition, we demonstrate that the healthcare resources required to manage this condition are both significant and subject to extensive variation, some of which can be explained by the presence of certain patient and healthcare provider characteristics. Infants aged 0-6 months (particularly those aged 0-3 months), those triaged as MTS yellow or above, and those managed by lesser experienced clinicians (FY1 and FY2) required significantly greater resources in the ED. This was primarily a result of increases in observation time for patients and inpatient length of stay, the latter particularly prominent in those receiving antibiotics. In cases of MTS green and yellow viral infections, where antibiotics were potentially avoidable, provided more sensitive and prompt diagnostics had been available at this time, costs increased 9.9-fold (95% CI 6.48-13.2-fold). This was equivalent to an additional £1352.20 spend per patient (all patients pooled), rising to £2363 for infants aged less than 3 months. Our study had several strengths. We included more than 6500 febrile children over all seasons during a 1-year period, and by applying TDABC methodology, we could achieve significant detail regarding actual resource use. This resulted in an inclusive and representative estimate of the economic impact of paediatric febrile illness to NHS EDs. Capturing model input data using a prospective time-in-motion approach provided confidence regarding the time requirements of essential components of care in the patient pathway. Data regarding these patient touchpoints are not currently available in published literature, and we believe this analysis has filled a gap which may subsequently be used for similar health economic analyses in the future. Limitations of our study include the fact that presumed viral and bacterial aetiologies of fever were applied retrospectively; therefore, we lacked the benefit of clinical acumen and parental anxiety which could heavily influence the decision to prescribe antibiotics. While we made every effort to minimise bias when coding final diagnoses using the algorithm provided by Herberg et al. [18] , there is a possibility that errors could have occurred, which may have affected conclusions regarding potentially avoidable antibiotics in the event of an incorrect diagnosis. However, following random sampling and checking of diagnoses, we believe the likelihood of this to be minimal given the level of detail provided and simplicity in using the diagnosis algorithm. Another potential limitation is the completeness of the dataset, with just under 24% of observations removed due to missing or incomplete data. While it was assumed that these data were missing at random, we cannot be sure of this, and as such, we are unsure how the results may have differed if data for these 2034 children were available. While we made every effort to ensure a thorough approach to capturing NHS resource use, there were also instances where we likely underestimated costs. Our time-in-motion data did not capture information regarding additional consultations and advice from senior members of staff, which are likely to increase the costs of lesser experienced clinicians managing febrile children, nor did it include the societal costs of febrile illness borne by parents, including time off work, especially in the case of hospitalisation. Considering that new diagnostics may result in a reduction in antibiotic use, it is plausible that re-attendances or time observing patients in the department could increase, thereby potentially reducing the value to parents of improved diagnostics. The final limitation of our study concerns the generalizability of the findings to other settings, whether in the UK, Europe, or further afield. Our data were collected from a single site, and our analysis based on local prescribing protocols, as such, the economic value of improving the management of febrile illness in other settings, including the USA, where are a more consultant-led approach may be more common, may differ from those demonstrated here. Two previous studies have reported healthcare costs for managing children with SBIs, namely UTI [13] and meningitis [14] . Two studies reporting costs of management for children with fever of any cause [15, 16] have been performed in the USA, with data collected at least 5 years ago, in children aged < 3 years and < 90 days respectively, thereby limiting their generalisability. Additionally, one study conducted in Switzerland demonstrates the cost of illness associated with paediatric community-acquired pneumonia in 2010 [28] . However, no study prior to ours has assessed the resource implications of managing fever in a broad and representative cohort of all ages, diagnoses, and types of resource use in Europe.
The finding that infants (particularly those aged < 3 months) tended to require significantly greater ED resources may be explained by increased cautiousness and a lack of symptomatic information directly from the children themselves, when managing febrile infants. Despite most causes of fever in children being self-limiting, the fear of missing life-threatening infection in children with fever remains a persistent problem for clinicians, who have a natural tendency to be risk averse [29] . Commonly reported concerns among clinicians treating febrile children include suspected central nervous system damage (24%), seizures (19%), and death (5%) [30] , manifesting in overly aggressive, and often, in hindsight, unnecessary treatment [31] . Additionally, the prevalence of invasive bacterial infections, bacteraemia and bacterial meningitis, is highest in the first 3 months of life, driving clinician behaviour towards a cautious approach in this high-risk group. Clinical prediction rules, such as the Yale observation scale may be useful in these groups, particularly among those with less experience in ruling in/out serious bacterial infections; however, reliability in higher [32] vs. lower income countries [33] is variable, suggesting that these alone may not be enough to fill the diagnostic gap faced by the clinician managing paediatric febrile illness [34] . Though potentially avoidable antibiotic prescribing was lower in our cohort (6.6% viral, 10.8% trivial illness) than in similar studies based in the USA (36%) [35] and Oxford, England (34%) [36] , we found that antibiotic prescribing for those with viral causes of fever was highest in those aged 0-3 (20.8%), and 3-6 months (10%) supporting our finding of an increased tendency to be cautious when treating young febrile infants. This resulted in not only a substantial increase in ED resource use, but also likely increased inconvenience and distress to the children and parents involved, due to potentially unnecessary investigations and treatment. Furthermore, excess use of antibiotics is known to contribute to increasing rates of antimicrobial resistance (AMR) [37] , an important component of both the clinical and economic impact of AB prescribing which we were unable to quantify in this analysis.
Given the paucity of published evidence, additional research examining the patient-centred and societal implications of current diagnosis and treatment practices when managing the febrile child would add considerable value for those looking to determine the true value of improved diagnostics, which may be capable of better targeting of scarce ED resources. Given the variable performance and accuracy of the MTS triage system in paediatric populations, we believe our finding that costs increased with MTS severity is noteworthy. Recent large-scale validation studies have highlighted the low reliability of the MTS in both younger [17] and older children presenting to the ED with fever [38] , with an estimated 54% of children over-triaged when using the MTS [34] . In adult studies, over-triaging by just a single category, from green to yellow, has been shown to increase the use of electrocardiogram (ECG) and laboratory investigations by 261% and 148% respectively [39] . Similarly, in our study, children triaged as yellow experienced a 422% increase in inpatient stay, a 76.9% increase in ancillary investigations, and a 15.6% increase in review by consultants, versus those triaged as green. As the MTS categories yellow, orange, and red represent urgent, very urgent, and immediate attention respectively, these are the Reference group age = 1-3 years, reference group clinical grade = consultants, reference group MTS classification = green # Figures are exponentiated GLM (gamma, log) coefficients, interpreted as x-fold increases versus the reference group *Proportion of 100 bootstrapped GLM regressions in which p value was < 0.05 groups with the highest probability of SBIs, we believe these are the groups where novel diagnostics should be targeted. While we found evidence of an increase in healthcare utilisation among the least experienced clinicians (FY1/ FY2), just 0.9% of clinicians included in our study were FY1 and FY2 doctors. The results observed in this sample were therefore highly susceptible to bias through a lack of inter-clinician variability, and with a larger sample size may regress towards a lower mean. Additionally, although GLM analyses highlighted a 44.2% increase in time spent in the ED for those treated by FY1 and FY2 doctors when compared to consultants, this was likely due to the need to seek second opinions from more experienced colleagues, something which we were unable to attach costs to. This may also have been because lower acuity patients wait the longest and are more likely to be seen by lesser experienced doctors, as the sickest are re-directed to senior doctors. Because it is likely that any advances in diagnostics are likely to be heavily used by lesser experienced doctors, this could reduce times in the ED, but potentially still increase management costs. This is particularly true if the price of novel POC tests is high, as with multiplex PCR, which may cost the same as a day in the hospital when first released. The price of such tests can however be expected to decrease over time, resulting in savings over the longer term.
Conclusions
In conclusion, based on a comprehensive and representative sample of febrile children of varying age, presenting complaints, final diagnoses, and treating clinicians, this study has shown that the management of paediatric febrile illness in the ED poses a substantial financial burden. This is predominantly due to the impact of diagnostic uncertainty, which most often leads to in increased observation time and inpatient admission. Children aged 0-6 months, those triaged as MTS yellow and above, and those managed by newly qualified doctors are the most likely to receive additional resources in the ED. After accounting for the severity of illness, precautionary antibiotic prescribing, particularly in younger low acuity children with viral illnesses, is associated with substantial increases in health service utilisation, predominantly because of increases in inpatient admissions. So far, information on potential shifts in infection epidemiology, such as an increase in healthcare-associated infections or reductions in vaccine-preventable infections or increases in invasive disease due to serotype replacement, are unlikely to affect our conclusions. Comparable settings in the UK and elsewhere will likely show similar patterns in resource use. Any advances in diagnostic capabilities, including molecular diagnostics, protein biomarkers, and POC tests would likely yield the potentially greatest efficiency gains in these groups of children, as among these the perceived risks of untimely diagnosis are greatest. 
